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Abstract
Guided by stress process perspectives, this study conceptu-
alizes marital conflict as a multidimensional stressor to
assess how three aspects of conflict—frequency of dis-
agreements, breadth of disagreements, and cumulative
disagreements—impact subjective health. Longitudinal data
of married couples spanning 16 years (n = 373 couples)
were analyzed using multilevel modeling. For husbands,
more frequent disagreements than usual within a given year
were associated with poorer subjective health. For wives,
the greater cumulative effects of disagreements over
16 years were harmful for subjective health. We discuss
how gendered self-representations and relationship power
issues help explain the findings. This research demonstrated
the importance of examining multiple aspects of marital
conflict to reveal that their subjective health consequences
function differently for wives and husbands.
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1 | INTRODUCTION
The health-enhancing effects of marriage are well documented. Married individuals tend to fare
better on subjective and objective indicators of health compared to nonmarried individuals, including
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having lower mortality and morbidity rates (Kaplan & Kronick, 2006), less depressive symptoms
(Rohrer, Bernard, Zhang, Rasmussen, & Woroncow, 2008), and better psychological well-being
(Robles & Kiecolt-Glaser, 2003). Despite these positive effects, all couples, including happy couples,
experience a range of stressors that can undermine the typical salutary effects of marriage. Specifi-
cally, there is robust literature illustrating the negative effects of marital conflict (i.e., disagreements
and arguments within marriage; Laursen & Hafen, 2010; Wright & Loving, 2011) on health, includ-
ing poor subjective health (Umberson, Williams, Powers, Liu, & Needham, 2006), diminished
immune and cardiovascular functioning (Coyne et al., 2001; Kiecolt-Glaser et al., 2005), and height-
ened depression and anxiety symptoms (Choi & Marks, 2008; Wright & Loving, 2011).
A shortcoming of this research, however, is that it has not accounted for the multiple ways mar-
ried couples can experience conflict over the course of their marriage. Some couples disagree or
experience irritation on a regular basis, whereas others only disagree on occasion (Birditt, Wan,
Orbuch, & Antonucci, 2017; Choi & Marks, 2008). Couples can also disagree across several impor-
tant aspects of marital life, such as money, children, and relationships with in-laws (Oggins, 2003;
Tamini, Raghibi, & Bakhshani, 2012). Furthermore, just as other relationship stressors combine to
create and have cumulative effects over time (McCubbin & McCubbin, 1993, 1996; Totenhagen,
Butler, & Ridley, 2012), we posit that disagreements can also combine to create and have cumulative
effects across the life course of marriage. Therefore, it is important to examine multiple dimensions
of conflict to gain a more holistic conceptualization and empirical assessment of the various aspects
of marital conflict and their unique and joint contributions to spouses' subjective health.
Guided by stress process perspectives (e.g., Pearlin, Menaghan, Lieberman, & Mullan, 1981;
Wickrama, O'Neal, & Lorenz, 2013), this research conceptualizes marital conflict as a multidimensional
stressor to examine how three key aspects of conflict—frequency of disagreements, breadth of disagree-
ments, and a new dimension, which we refer to as cumulative disagreements over time—relate to sub-
jective health. In addition, with women often experiencing worse health outcomes than men after
conflict (Kiecolt-Glaser & Newton, 2001; Wanic & Kulik, 2011), we assess whether the subjective
health consequences of these dimensions of marital conflict function differently for wives and husbands.
Finally, given that marital conflict is associated with poorer self-rated health over time (Choi & Marks,
2008), we use longitudinal data spanning the first 16 years of marriage to examine whether fluctuations
in how often spouses disagree and in the number of topics they disagree about, as well as whether dis-
agreements have cumulative effects over 16 years, are associated with subjective health during the early
to middle years of marriage. Our goal is to paint a more comprehensive picture of marital conflict and
how it contributes to wives' and husbands' subjective health over the marital life course.
1.1 | Conceptualizing marital conflict
Stress process theoretical frameworks (e.g., Pearlin et al., 1981; Wickrama et al., 2013) help explain
why couples experience poor health outcomes after marital conflict. Stress perspectives define stressors
as experiences that challenge individuals' adaptive capacities, which ultimately impact their mental and
physical health (Lazarus & Folkman, 1984; Pearlin, Aneshensel, & Leblanc, 1997). In the context of
marriage, stress frameworks posit that couples encounter various stressors, including normative
(e.g., birth of a child) and nonnormative events (e.g., divorce, disability; McCubbin & McCubbin, 1993,
1996; Randall & Bodenmann, 2009). Specifically, marital conflict is conceptualized as a normative
stressor that occurs in nearly all couples (Wright & Loving, 2011). Although conflict is a common
occurrence, it can be a major source of stress that increases the risk of poor health outcomes, such as
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increased depression and anxiety symptoms (Cano, O'Leary, & Heinz, 2004) and worse cardiovascular
and immune functioning (Coyne et al., 2001; Kiecolt-Glaser et al., 2005).
Stress perspectives also contend that stressors are multidimensional (Randall & Bodenmann,
2009). People can experience stressors often, stressors can impact multiple areas of individuals' lives,
and stressors can pile up over time (McCubbin & McCubbin, 1993, 1996; Pearlin et al., 1997;
Wickrama et al., 2013). Examining the multiple dimensions of stressors can help to tease apart which
aspects have implications for spouses' outcomes. Therefore, to better understand how conflict—a
marital stressor—is linked to health, we approach conflict with a multidimensional stress lens and
assess how several dimensions of conflict within a couple's married life contributes to their subjective
health. Given that marital conflict involves disagreements, meaning discordant or incompatible views
(Laursen & Hafen, 2010), we focus on disagreements as marital conflict and examine how three
dimensions, including how often couples disagree, the number of topics they disagree about, and the
cumulative effects of their disagreements over time, impact wives' and husbands' subjective health.
In studying conflict as a stressor, the frequency of disagreements has been identified as an important
dimension of conflict. The frequency of disagreements, defined as how often spouses disagree, is linked
to a wide array of poor health outcomes. A higher frequency of disagreements is associated with higher
rates of depression, anxiety disorders, chronic illness, and functional health limitations (Choi & Marks,
2008; Wright & Loving, 2011), as well as negative health behaviors (O'Farrell, Hooley, Fals-Stewart, &
Cutter, 1998). Consistent with these cross-sectional findings, more frequent disagreements can adversely
impact health over time. Among older adults, experiencing frequent disagreements is associated with
steeper declines in subjective health over 8 years (Umberson et al., 2006). Likewise, a higher frequency
of disagreements is related to increased self-reported functional impairment up to 5 years later, as well
as depressive symptoms over 10 years (Choi & Marks, 2008; Choi & Marks, 2013).
The breadth of disagreements is another key dimension of marital conflict that contributes to nega-
tive health consequences. As posited by stress perspectives, stressors can proliferate, meaning the expo-
sure to one stressor can lead to additional stressors (Pearlin et al., 1997). In viewing marital conflict as
a stressor, conflict proliferation can also occur, wherein disagreeing about one topic can lead to dis-
agreements about other topics. Disagreeing across a wide range of issues creates a greater breadth of
marital disagreements, defined as the number of topics about which spouses disagree (Morrison &
Coiro, 1999; Oggins, 2003). Disagreements can pervade multiple aspects of a couple's married life; the
most disagreed upon topics and biggest challenges in the early years of marriage often include differ-
ences over money, relationships with both spouses' in-laws, how to spend leisure time, children, and
religion (Papp, Cummings, & Goeke-Morey, 2009; Storaasli & Markman, 1990; Williamson, Hanna,
Lavner, Bradbury, & Karney, 2013). An argument about any one of these topics can lead to stress and
adversely affect health; however, spouses who disagree about several of these topics (i.e., spouses who
have a greater breadth of disagreements) experience even greater levels of stress (Neff & Karney,
2007). Couples can usually cope with one stressor, but multiple stressors, such as disagreements across
a number of issues, can contribute to adverse outcomes (Totenhagen et al., 2012). A greater breadth of
marital disagreements is associated with increased physical health symptoms, anxiety, and depression
(Tamini et al., 2012), as well as diminished perceived quality of life (Jenewein et al., 2008).
Finally, in addition to the frequency and breadth of disagreements, cumulative disagreements over
time might also have implications for married couples' health. Stress frameworks illustrate that the
occurrence of stressors over time can have cumulative effects over the marital life course (Wickrama
et al., 2013). The long-term exposure to stressors throughout marriage can contribute to cumulative
stress (e.g., adversities, risks, disadvantages), regardless of whether the stressors increase or decrease
over time. These cumulative effects of stress can overwhelm spouses and wear on their ability to
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cope, ultimately posing threats to their health over time (McCubbin & McCubbin, 1993, 1996;
Wickrama et al., 2013). Applying cumulative stress to marital conflict, we argue that the long-term
exposure to marital disagreements—which we refer to as cumulative disagreements—can overwhelm
a couple's ability to cope, ultimately increasing their risk of negative health outcomes. The disagree-
ments couples experience over the marital life course might, therefore, combine and contribute to
cumulative stress that erodes their adaptational capacities, promoting poorer health over time. Thus,
as couples disagree throughout their marriage, the more pervasive disagreements might pile up and
have cumulative effects. Over time, spouses who disagree about a variety of issues—for instance,
money, child care, religion, and in-laws—might have more cumulative disagreements over the mari-
tal life course that negatively impact their health. Therefore, in addition to the frequency and breadth
of disagreements, we might expect that cumulative effects of marital disagreements over time would
also be linked with poorer health outcomes.
1.2 | Gender and marital conflict
The literature also suggests that women are more detrimentally affected by marital conflict compared
to men (Kiecolt-Glaser & Newton, 2001; Wanic & Kulik, 2011). After conflict, women experience
more depressive symptoms (Kouros & Cummings, 2011) and psychological distress (Noller &
Fitzpatrick, 1990) than men. Laboratory studies show that women are also more likely to show
greater physiological distress, such as higher blood pressure and heart rate (Bloor, Uchino, Hicks, &
Smith, 2004), heightened endocrine responses (Fehm-Wolfsdorf, Groth, Kaiser, & Hahlweg, 1999),
and worse immune functioning (Kiecolt-Glaser et al., 1993). Wives also have poorer prognoses after
surgery (Kulik & Mahler, 2006) and higher risks of cardiovascular problems (Coyne et al., 2001)
than husbands in distressed marriages. Furthermore, negative aspects of marital functioning have a
stronger impact on women's self-health compared to positive aspects of marital functioning
(Umberson et al., 2006), and women are more likely to ruminate about relationship conflict and the
negative aspects of their relationships (Nolen-Hoeksema & Jackson, 2001).
The gender differences in the conflict and health link are often explained by women's interdependent
self-representations (Kiecolt-Glaser & Newton, 2001) and their lower status in society (Wanic & Kulik,
2011). The interpersonal orientation hypothesis asserts that women experience more negative conse-
quences from conflict because they are more interpersonally oriented and tend to base their self-
perceptions and identities on their relationships, often due to gendered social roles and socialization
(Kiecolt-Glaser & Newton, 2001; Orbuch, Bauermeister, Brown, & McKinley, 2013). Because of these
interdependent self-representations, women are more likely to be more involved in relationships and to
connect with others, as well as to monitor their relationships and identify relationship problems, than men
(Cross & Madson, 1997; Thompson & Walker, 1991). If issues arise within their relationships, such as
conflict, women's self-representations can be damaged because these issues reflect who they are as indi-
viduals and as a couple, which takes a toll on their health (Kiecolt-Glaser & Newton, 2001).
In addition, the subordination-reactivity hypothesis posits that women experience more negative
health consequences after conflict because they occupy lower status positions in society and within
their marital relationships (Wanic & Kulik, 2011). Compared to their husbands, wives often have less
access to resources, earn lower salaries, and have less prestigious jobs, leading to increased depen-
dence on their husbands (DeNavas-Walt, Proctor, & Mills, 2004). Husbands also tend to dictate con-
flict, including when and what they should discuss (Ball, Cowan, & Cowan, 1995). Husbands,
therefore, maintain power by avoiding conflict and denying their wives' requests for change, which
ultimately keeps wives in lower status positions (Julien, Arellano, & Turgeon, 1997). By having less
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power, wives are more dependent on their husbands and vulnerable to health problems, particularly
when experiencing marital stress (Wanic & Kulik, 2011).
Given this body of literature on the health consequences of conflict among women, we might
expect that the adverse effects of each dimension of conflict—frequency of disagreements, breadth
of disagreements, and cumulative disagreements over time—on subjective health are stronger for
wives compared to husbands. Disagreeing often and about several topics in a given year, as well as
experiencing cumulative disagreements over 16 years, might be particularly harmful for wives'
health, possibly because their perceptions of themselves and their relationships have been damaged,
and they often occupy lower status positions within their marriages.
1.3 | This study
The negative effects of conflict on marriage (Birditt, Brown, Orbuch, & McIlvane, 2010) and on
health outcomes (Matthews & Gump, 2002) have been well documented. This study expands upon
existing literature by conceptualizing marital conflict as a multidimensional stressor and tests its sub-
jective health implications across the first 16 years of marriage. Moreover, we propose and test a
new dimension of conflict—cumulative disagreements—to assess whether disagreements combine to
create cumulative effects over time and harm subjective health. Our dyadic and longitudinal sample
allowed us to examine gender differences in the association between the multiple dimensions of con-
flict and subjective health, as well as whether the effects changed over time. We expected that more
frequent disagreements and more breadth of conflict topics within a given year, as well as greater
cumulative disagreements over the first 16 years of marriage, would be related to worse subjective
health and that these effects would be stronger for wives compared to husbands.
2 | METHOD
2.1 | Participants and procedure
Participants were from the Early Years of Marriage (EYM) Project, a longitudinal panel study fol-
lowing 373 couples (199 Black American and 174 White American) who applied for marriage
licenses in Wayne County, MI during a 3-month recruitment period in 1986. A total of 66% of all
couples who applied for marriage licenses during the recruitment period participated in the study. Eli-
gible couples were same-race couples who were entering into their first marriage and in which the
wife was younger than 35 years old. All eligible Black American couples and a random sample of
the eligible White American couples were contacted for participation (65% of the Black American
couples and 66% of the White American couples agreed to participate; both members of the couple
had to agree to participate). At Year 1, the average ages for husbands and wives were 26 (SD = 4.15)
and 24 (SD = 3.88) years, respectively, and the average number of years of education was 13.11
(SD = 1.92) for husbands and 13.13 (SD = 1.89) for wives. In addition, the average household
income was $30,933 (SD = $16,864). The sample fits the demographic profile of the county in 1986
(U.S. Census Bureau, 2004, 2009) and has been compared to a nationally representative sample of
first married newlywed individuals in the General Social Survey data from 1980 to 1994. There were
no differences by race in the samples regarding income, education, likelihood of cohabitation, paren-
tal status, and employment status (see Orbuch, Veroff, Hassan, & Horrocks, 2002 for additional
information), indicating that the EYM Project sample is representative of the U.S. population of first
married Black and White newlywed individuals.
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Participants completed face-to-face interviews in their homes with a race-matched interviewer in
Years 1, 3, 7, and 16. Spouses were interviewed separately and then together as a couple. The response
rate varied across waves, with an average of 80% of the original sample participating (range 70–93%;
calculated by dividing the total number of husbands or wives interviewed by the number eligible to par-
ticipate). The response rate for Year 16 was 75% (n = 528), which included 320 married individuals
(130 Black Americans and 190 White Americans). Attrition rates also varied across the waves, with
12.5% of the original sample not located in Year 16 (for a complete description of procedures, see
Orbuch et al., 2002). This attrition rate is consistent with other longitudinal studies, such as the
National Survey of Families and Households, which reports a 23% attrition rate for Black Americans
and a 15% rate for White Americans from 1987 to 1994. The divorce rate increased over time from 9%
in Year 2 to 46% by Year 16. In the third year of the study, 82% of the couples (149 Black American
and 155 White American) were married, and 14% were divorced or separated. In the seventh year of
the study, 65% of the couples (107 Black American and 135 White American) were married, and 29%
were divorced or separated. By Year 16, 49% of the couples (75 Black American and 108 White Amer-
ican) were married, and 46% were divorced or separated. Among married couples at Year 16, the aver-
age level of education was 14.16 years (SD = 2.07) for wives and 14.01 (SD = 2.02) for husbands, and
the household income averaged across husbands and wives was $66,754 (SD = $19,221).
2.2 | Measures
2.2.1 | Frequency of marital disagreements
We assessed the frequency of marital disagreements at each wave by asking respondents to rate the
global question of how often they disagree with their spouses. The response options ranged from
1 (almost every day) to 5 (not at all) and was reverse coded, with higher scores indicating more fre-
quent marital disagreements.
2.2.2 | Breadth of marital disagreements
The number of disagreement topics at each wave was assessed by asking respondents whether they
had any disagreements with their spouses about several topics over the past year (0 = no, 1 = yes).
Guided by the literature, the study assessed six common marital disagreement topics: money, chil-
dren, relationship with the spouse's family, relationship with the respondent's family, how to spend
leisure time, and religious beliefs. A count variable was then created for the number of topics that
respondents disagreed with their spouses about in the past year, ranging from 0 to 6 topics.
2.2.3 | Cumulative marital disagreements
To assess cumulative marital disagreements over the first 16 years of marriage, we summed the num-
ber of disagreement topics across each wave. The variable ranged from 0 to 24, with higher scores
indicating greater cumulative marital disagreements over time.
2.2.4 | Subjective health
Respondents' subjective general health was measured with seven questions about their health at each
wave, including ill health affecting their work, not feeling healthy enough to do things they would
like to do, having trouble sleeping or staying asleep, being bothered by nervousness and feeling
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fidgety or tense, being troubled by headaches, and feeling like they were going to have a nervous
breakdown. These items are typically found in subjective health measures (e.g., the Short Form
Health Survey [SF–36 and SF–12], EQ–5D, and Physical Health Questionnaire; EuroQol Group,
1990; Schat, Kelloway, & Desmarais, 2005; Ware, Kosinski, & Keller, 1996; Ware & Sherbourne,
1992). Response options ranged from 1 (all the time) to 5 (never), and items were averaged such that
higher scores indicate better subjective health. Average Cronbach's alpha was .69 across the four
waves1 (wave 1 = .68, wave 2 = .69, wave 3 = .69, wave 4 = .77). For wives, average Cronbach's
alpha was .71 (wave 1 = .67, wave 2 = .66, wave 3 = .72, wave 4 = .78). For husbands, average
Cronbach's alpha was .67 (wave 1 = .64, wave 2 = .66, wave 3 = .62, wave 4 = .77). Across the
waves, the measure was positively correlated (rs = .44–.58). In addition, spouses who had a serious
health issue within the last year scored lower on the subjective health measure compared to spouses
without serious health issues at each wave (ts = −2.91 to −7.81, ps = .004 to <.001). These results
provide support for the validity of the measure in assessing spouses' perceptions of their own health
consistently over time.
2.2.5 | Sociodemographic control variables
Given the effects of education level and household income on subjective health in previous research
(Choi & Marks, 2013; Roxburgh, 2014), respondents' education and income were included as
covariates in the analyses. Education was assessed by asking respondents the highest grade in school
or year of college they had completed at each wave, ranging from 8 (less than high school) to 17+
(graduate and professional degrees). Household income at each wave was assessed by asking
respondents their annual household income before taxes, ranging from 1 (none or less than $2,999)
to 22 ($75,000 and over). To create a continuous variable, incomes were recoded as the category's
midpoint, ranging from $1,500 to $80,000 (Birditt et al., 2010). In this study, spouses with higher
education and income reported better subjective health across the four waves (education rs = .09–.16;
income rs = .14–.25).
3 | RESULTS
3.1 | Descriptive analyses
We first conducted several preliminary analyses to describe the extent and congruence of spouses'
disagreement topics. On average, wives and husbands disagreed about two or more topics at each
wave, with the majority of spouses (46–50%) disagreeing about two to three topics, followed by zero
to one topics (25–41%) and four to six topics (13–25%). Spouses disagreed the most about money
(72–77%), followed by kids (19–52%), how to spend leisure time (34–43%), their partner's family
(27–36%), their own family (26–39%), and religion (7–18%) across the four waves. Chi-square tests
of independence showed no association between gender and the reported disagreement topics
(i.e., husbands and wives were congruent in reported disagreement topics), with the exception that
wives reported more disagreements about their spouse's family (86 reported, 68 expected) than hus-
bands (49 reported, 68 expected) at Years 1, 3, and 16; χ2 (1) = 13.55, p < .001 (see Orbuch et al.,
2013 for effects of in-laws on divorce by gender). Spouses' reported disagreement topics were most
congruent for religion (83–90%) and money (70–74%), which were the least and most disagreed
upon topics at each wave, respectively, followed by kids (60–75%), leisure time (63–67%), their own
family (58–71%), and their spouse's family (55–63%).
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We then conducted two-way repeated-measures ANOVAs to examine the change in the frequency of
disagreements, the breadth of disagreement topics, and subjective health over time by gender and race.
The frequency of disagreements did not change over time by gender or race. Wives and husbands, as well
as White Americans and Black Americans, did not differ in the breadth of disagreement topics at each
wave. However, spouses disagreed about fewer topics in Year 3 compared to Years 1, 7, and 16;
F(3, 675) = 14.40, ηp
2 = .06, p < .001 (see Table 1 for means and standard deviations). There were no dif-
ferences in breadth of disagreement topics between the other 3 years. Subjective health did not differ by
race. However, there was a significant gender by year interaction; F(2.87, 625.83) = 2.70, η2 = .01,
p = .047, with wives reporting worse subjective health than husbands at Years 1, 3, and 7 but not Year 16.
A two-way ANOVA showed that cumulative disagreements at Year 16 did not differ by gender or race.
Table 2 shows the correlations between the frequency of disagreements, breadth of disagreements,
and subjective health at each wave, as well as cumulative disagreements at Year 16, separately for
husbands and wives. Correlations were mostly in line with our hypotheses. More frequent disagree-
ments were associated with poorer subjective health among wives at Years 1 and 16 and among hus-
bands at Years 1 and 3, whereas a greater breadth of conflict was related to worse subjective health
among wives and husbands across each year. More cumulative disagreements at Year 16 were asso-
ciated with poorer subjective health among wives, but not husbands, at Year 16.
TABLE 1 Means and standard




Year 1 2.41 (0.83) 2.34 (0.80)
Year 3 2.21 (0.82) 2.32 (0.96)
Year 7 2.28 (0.83) 2.16 (0.81)
Year 16 2.13 (0.98) 2.00 (0.90)
Breadth of disagreements
Year 1 2.35 (1.45) 2.40 (1.45)
Year 3 1.79 (1.29) 1.96 (1.33)
Year 7 2.48 (1.42) 2.45 (1.33)
Year 16 2.24 (1.43) 2.42 (1.46)
Cumulative disagreements
Year 1 – –
Year 3 – –
Year 7 – –
Year 16 9.23 (4.02) 9.39 (3.93)
Subjective health
Year 1* 4.03 (0.54) 3.71 (0.60)
Year 3* 4.07 (0.52) 3.68 (0.58)
Year 7* 3.98 (0.52) 3.75 (0.62)
Year 16* 3.92 (0.65) 3.71 (0.71)
Note: The cumulative disagreements variable was assessed only at Year 16.
Mean scores for husbands and wives are significantly different at the *p < .001
level.
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We also assessed whether each variable was correlated across the four waves separately for husbands
and wives, as well as between husbands and wives.2 Across the four waves, the frequency of reported
disagreements was positively associated for wives (rs = .16–.43) and husbands (rs = .16–.44), as well as
between wives and husbands (rs = .24–.55), indicating that more frequent disagreements among wives
were linked to more frequent disagreements among husbands. In addition, the number of disagreement
topics was positively correlated across the four waves for husbands (rs = .26–.50) and wives
(rs = .29–.41), as well as between husbands and wives (rs = .30–.42), such that as husbands' breadth of
conflict increased, so did wives'. Wives with greater cumulative disagreements were associated with
greater cumulative disagreements among husbands at Year 16 (r = .43). Finally, subjective health across
the four waves was positively correlated for husbands (rs = .39–.52) and wives (rs = .46–.56), but corre-
lations between husbands' and wives' subjective health were not significant at any of the four waves.
3.2 | Multilevel models
Next, we used multilevel modeling (MLM) to test our hypotheses. MLM accounts for non-
independence at both the individual level (e.g., an individual's scores on the same variable over time)










Year 1 .26*** – −.24***
Year 3 .37*** – −.23***
Year 7 .41*** – −.13
Year 16 .40*** .40*** −.04
Breadth of disagreements
Year 1 .22*** – −.25***
Year 3 .31*** – −.17**
Year 7 .31*** – −.16*
Year 16 .35*** .79*** −.16*
Cumulative disagreements
Year 1 – – –
Year 3 – – –
Year 7 – – –
Year 16 .43*** .73*** −.07
Subjective health
Year 1 −.19** −.27*** –
Year 3 −.08 −.22*** –
Year 7 −.09 −.25** –
Year 16 −.27** −.24** −.27**
Note: Cumulative disagreements were assessed only at Year 16. Correlations for husbands are on the upper diagonal, and correlations
for wives are on the lower diagonal.
*p < .05.; **p < .01.; ***p < .001.
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and dyad level (e.g., both partner's scores on a particular variable over time) by treating time as
crossed with individuals nested within dyads (Kenny, Kashy, & Cook, 2006). We used an auto-
regressive structure to model the autocorrelation of individuals' scores over time. In addition, a
strength of using MLM is that it accounts for missing data by maximizing the use of existing data.
All MLM analyses were performed using the MIXED MODELS procedure with restricted maximum
likelihood estimation in SPSS version 25.
Prior to conducting the analyses, the independent variables were centered. Spouses' frequency of
marital disagreements and breadth of disagreement topics at each wave were centered on their mean
score for that variable across the study (i.e., within-person centered; Enders & Tofighi, 2007). Thus,
the frequency of marital disagreements and breadth of disagreement topics at each wave were inter-
preted as above or below a person's average across the first 16 years of marriage. The cumulative dis-
agreement variable was grand mean-centered because it does not vary over time. For the frequency
of disagreements and the breadth of disagreement topics, we tested whether the effects differed by
gender and year (i.e., two-way interactions), as well as gender by year (i.e., three-way interactions).
For cumulative disagreements, we assessed whether the effects differed by gender.
To assess whether the effects differed by race and gender, we specified a model with two-way
and three-way interactions by race and race by gender. These interactions were not significant and
were therefore not included in the subsequent analyses. In addition, given that the two-way ANOVAs
demonstrated that subjective health did not differ by race, the main effect of race was not controlled
for in the analyses (results are consistent with and without race in the models). Continuous control
variables were grand mean-centered to improve interpretability of the intercepts. Within dyads, gen-
der (wives = −1, husbands = 1) was effects coded.
We first conducted separate models for each conflict variable to assess its effects on subjective
health without accounting for the other two dimensions of marital conflict. Results of the first model
with the within-person centered frequency of marital disagreements variable indicated that more fre-
quent disagreements within a given year were associated with poorer subjective health (b = −.05,
β = −.02, p = .02); however, these effects did not differ by gender or year. The second model exam-
ining the effects of breadth of marital disagreements demonstrated that disagreeing about more topics
than usual within a given year was also related to worse subjective health (b = −.03, β = −.03,
p = .003), but gender and year did not moderate this association. Finally, the model testing the health
implications of cumulative disagreements over 16 years showed that greater cumulative disagree-
ments at Year 16 were associated with poorer subjective health (b = −.03, β = −.13, p < .001) and
that this effect was stronger for wives than husbands (b = .02, β = .05, p = .03). Thus, each of the
dimensions of marital conflict was related to subjective health without accounting for their combined
effects, meaning that disagreeing more often and about more topics than usual, as well as greater
cumulative disagreements over 16 years, were independently linked to poorer health.
Next, to assess how the multiple dimensions of marital conflict jointly relate to subjective health,
we tested a model with all three conflict variables (see Table 3 for coefficients). The findings indi-
cated that subjective health declined over time for both wives and husbands, with wives, on average,
reporting poorer subjective health than husbands. In addition, higher household income was related
to better subjective health. Among the multiple dimensions of conflict, greater cumulative disagree-
ments over the first 16 years of marriage were associated with worse subjective health. Several inter-
actions were significant, including Year × Gender, Gender × Cumulative disagreements, and
Year × Gender × Frequency of disagreements. To examine the significant interactions (i.e., simple
slopes), we estimated a second model using the two-intercept approach (Kenny et al., 2006). This
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approach involves estimating and testing separate coefficients for wives and husbands within the
same model.
Probing the two- and three-way interactions for Year × Gender and Year × Gender × Frequency
of disagreements, the two-intercept model demonstrated that, although husbands reported better sub-
jective health than wives, husbands' subjective health declined over time (b = −.02, p < .001),
whereas wives' health did not change over time (b = −.00, p = .56). Moreover, in years in which
spouses reported more frequent disagreements, husbands (b = −.08, p = .04), but not wives (b = .02,
p = .52), reported poorer health. Thus, husbands' subjective health became worse over the first
16 years of marriage, and when husbands experienced more marital conflict than usual, they also
reported poorer health.
The two-intercept model also demonstrated that, for the Gender × Cumulative disagreements
interaction, greater cumulative disagreements over the first 16 years of marriage were associated with
poorer subjective health for wives (b = −.05, p < .001) but not husbands (b = −.02, p = .10). There-
fore, for wives, the cumulative effects of disagreeing with their husbands over 16 years were linked
to poorer subjective health. Finally, breadth of disagreements (i.e., disagreeing about more or less
topics than usual within a given year) and education were not related to subjective health.
4 | DISCUSSION
Applying stress process perspectives (e.g., Pearlin et al., 1981; Wickrama et al., 2013), this study
extended the literature on the conflict–health link by conceptualizing marital conflict as a
TABLE 3 Multilevel regression coefficients predicting subjective health
b β t
Intercept 3.86 3.85
Year −.01 −.06 −2.74**
Gender .13 .12 4.47***
Education .02 .03 1.32
Income .00 .10 3.11**
Frequency of disagreements −.03 −.01 −1.20
Breadth of disagreements −.02 −.02 −1.05
Cumulative disagreements −.03 −.13 −4.53***
Year * gender −.01 −.04 −3.03**
Gender * frequency of disagreements −.05 −.02 −1.94
Gender * breadth of disagreements .01 .00 .37
Gender * cumulative disagreements .02 .05 2.23*
Year * frequency of disagreements .00 .01 .24
Year * breadth of disagreements −.00 −.02 −1.13
Gender * year * frequency of disagreements .01 .03 2.02*
Gender * year * breadth of disagreements −.00 −.02 −.57
Note: Participant gender coded 1 = male, −1 = female.
*p < .05.; **p < .01.; ***p < .001.
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multidimensional stressor and assessing its implications for wives' and husbands' subjective health
throughout the early to middle years of marriage. Although previous studies have examined the
health implications of how often spouses disagree and how many topics spouses disagree about, this
study adds to the literature by identifying a new dimension of marital conflict—cumulative
disagreements—as well as simultaneously examining the effects of these multiple dimensions of con-
flict on spouses' subjective health. Our sample of wives and husbands spanning 16 years also allowed
us to examine whether the associations between the various dimensions of conflict and subjective
health differed by gender, as well as whether the associations changed over time.
This article contributes to the conflict literature in several ways. First, the findings demonstrated
that the multiple dimensions of marital conflict impacted subjective health differently by gender. As
expected, the frequency of disagreements and cumulative disagreements was important for subjective
health; however, they functioned differently for wives and husbands. For wives, greater cumulative
disagreements over the first 16 years of marriage resulted in poorer subjective health. Wives, there-
fore, might have been able to cope with one disagreement, but as the disagreement topics compiled
over the course of their marriage, the cumulative effects eventually wore on their subjective health.
In contrast, husbands who reported more frequent disagreements than they usually experienced
within a given year had worse subjective health. Therefore, the cumulative effects of marital dis-
agreements over time did not have subjective health consequences for husbands; rather, experiencing
a greater number of marital disagreements than they were used to was harmful for their health.
Although we expected the adverse effects of marital conflict on health to be stronger among wives
than husbands, there are plausible explanations for these gender differences. For wives, cumulative
disagreements over 16 years had negative subjective health implications. This finding can be
explained with the interpersonal orientation hypothesis which contends that women experience more
negative health consequences due to conflict because their self-perceptions and identities tend to be
interconnected or tied to their interpersonal relationships (Kiecolt-Glaser & Newton, 2001; Orbuch
et al., 2013). Cumulative disagreements over 16 years might have been damaging to wives' subjec-
tive health because long-term history of disagreements over these issues reflected who they were as
individuals and as a couple, which might have damaged their perceptions of themselves, their rela-
tionships, and their health.
For husbands, more frequent disagreements than they typically experienced within a given year
was linked with poorer subjective health. The subordination-reactivity hypothesis (Wanic & Kulik,
2011) might provide an explanation for this finding, although in an unexpected way. Although this
hypothesis typically predicts poorer health outcomes for women because they often occupy lower
status positions in marriages, it might help explain why husbands' health was negatively impacted by
their frequent disagreements. By holding a position of power in marital relationships, husbands tend
to benefit from avoiding conflict discussions and their wives' requests for change and, therefore,
maintain the status quo and their power (Julien et al., 1997). However, in years in which husbands
reported more frequent disagreements than they typically experienced, they might have been unable
to avoid as many conflict discussions and requests for change, resulting in a felt loss of power in the
relationship, which ultimately took a toll on their health. Taken together, both the interpersonal orien-
tation hypothesis and the subordination-reactivity hypothesis may help explain the findings on how
various dimensions of marital conflict function differently for wives' and husbands' health.
A second contribution of this research is that, by applying a stress process perspective, we identi-
fied marital conflict as a multidimensional stressor. Given that stress is multidimensional, meaning
there are several ways in which stress impacts spouses' lives (Randall & Bodenmann, 2009), we con-
ceptualized conflict—a marital stressor—as multidimensional to examine the diverse and various
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ways in which conflict pervades married life. This approach provided a more comprehensive, holistic
approach to conflict and identified various aspects of marital conflict, including the frequency of dis-
agreements, breadth of disagreements, and cumulative disagreements. Through a multidimensional
stress lens, this research demonstrated the unique and joint contributions of these key marital conflict
dimensions on spouses' subjective health. Although a greater breadth of disagreements in a given
year was related to poorer health prior to accounting for the effects of the frequency of disagreements
and cumulative disagreements, once we included these other conflict dimensions in the model,
breadth of disagreements no longer predicted subjective health. These results demonstrate the impor-
tance of examining multiple aspects of marital conflict to demonstrate a more comprehensive under-
standing on how conflict manifests within marriages and creates health consequences for wives and
husbands.
A third contribution is that this research identified a new dimension of conflict by taking a marital
life course perspective. Stress process frameworks posit that long-term exposure to stressors over the
marital life course combine to create cumulative stress, which can adversely affect health
(McCubbin & McCubbin, 1993, 1996; Wickrama et al., 2013). By applying these perspectives to
conflict over the marital life course, this study demonstrated that long-term disagreements across a
wide range of issues can compile and compound to create cumulative disagreements that ultimately
impact subjective health. Although the frequency and breadth of disagreements have been associated
with self-rated health (Choi & Marks, 2008; Tamini et al., 2012), this is the first study we are aware
of to show the adverse effects of cumulative disagreements over time on subjective health. Therefore,
just as the cumulative effects of stress over time increase the risk of poor health outcomes, we found
that the cumulative effects of disagreeing over the marital life course have negative health
consequences.
This study also has several methodological strengths that increase our confidence in the results.
First, our sample included husbands and wives and is a diverse and representative sample of Black
and White newlywed individuals in the United States (Orbuch et al., 2002). Second, conceptualizing
and assessing a multidimensional approach to marital conflict, including the frequency of disagree-
ments, breadth of disagreements, and cumulative disagreements throughout their marriage, furthers
our understanding of how conflict manifests within marriages and how multiple aspects of conflict
jointly impact spouses' health. Third, the dyadic sample permitted examination of whether the health
consequences of the multiple aspects of conflict differed by gender. Fourth, using MLM allowed us
to control for the nonindependent nature of data from married couples and the autocorrelation of indi-
viduals' data over time. Finally, the longitudinal design permitted examination of the within-person
associations to assess whether disagreeing more often and about more topics than usual is harmful
for health. Likewise, the longitudinal data spanning 16 years allowed us to assess whether cumulative
disagreements over the first 16 years of marriage had negative health consequences.
Although this study has many strengths, it does not come without limitations that must be
acknowledged and addressed in future research. First, the measures were self-reported, which may be
biased and subject to social desirability. Although perceptions of health and self-reported global
health measures are robust predictors of objective health indicators (Idler & Benyamini, 1997; Jylhä,
2009), future research should assess the effects of cumulative marital disagreements on objective and
physiological health measures, such as mortality and morbidity rates, biological health markers, and
cortisol reactivity. Second, although the measure of subjective health was positively correlated across
time and differentiated between spouses with and without serious health issues, the reliability was
not as strong as we would like. The results of this study need to be replicated with additional subjec-
tive health measures. In addition, given that our sample was comprised of newlywed couples, we
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were unable to assess whether these findings vary at different developmental stages of marriage. Par-
ticipants were in the beginning to middle years of marriage, but it is possible that these associations
differ across the lifespan and in the later years of marriage. In addition to the developmental context
of the marriage, the sociocultural context (e.g., employment status, social network) could be further
explored. Although we found that sociocultural factors, such as race and education, were not associ-
ated with subjective health, higher income was associated with better subjective health, which is con-
sistent with previous research (Choi & Marks, 2013).
Furthermore, although we found that greater cumulative marital disagreements over time were
associated with poorer subjective health, we did not assess whether disagreeing about the same topic
over time also had negative health consequences. However, among spouses still married at Year
16, most did not disagree about the same topics at each wave. Less than half of spouses disagreed
about money (43%) at each wave, followed by how to spend leisure time (8%), their own family
(8%), their partner's family (7%), and children (4%), with no spouses disagreeing about religion dur-
ing the four waves. Future research could examine the health implications of disagreeing about the
same topics over time. Furthermore, researchers should consider examining disagreement trajectories
or typologies over time, including whether the escalation or reduction in disagreement topics relates
to subjective health. For instance, the spouses who continually increase their number of disagreement
topics might report worse subjective health compared to those who decrease the number of disagree-
ment topics over the course of their marriage. In addition, although this study focused on links
between various aspects of marital conflict and subjective health, future work should assess whether
appraisals of conflict impact health given their effects during times of stress (Bodenmann, 2005).
Researchers should also examine whether protective mechanisms, such as supportive communication
or perceived partner responsiveness, alleviate the negative effects of frequent conflicts and cumula-
tive marital disagreements on subjective health. Finally, future work should expand on the gender
differences demonstrated in this study by assessing direct and intervening effects of relational power
and interdependent identities on husbands' and wives' health.
Considered together, our conceptualization of marital conflict as a multidimensional stressor dem-
onstrated how various aspects of conflict impact subjective health. Furthermore, by testing a new
dimension of conflict—cumulative marital disagreements over time—this research showed that, simi-
lar to other relationship stressors, conflicts can combine over time and have cumulative negative
effects on subjective health. For husbands, disagreeing more often than usual within a given year
was associated with poorer subjective health, whereas the cumulative effects of disagreements over
the first 16 years of marriage led to worse subjective health for wives. By examining multiple dimen-
sions of conflict simultaneously, these findings demonstrated how various components of conflict
relate to wives' and husbands' subjective health in different ways.
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ENDNOTES
1 Removing items did not improve the reliability of the subjective health measure.
2 These correlations are not displayed in Table 2 but are available from the first author.
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